Extraction of the first molar or premolar is the commonest cause of oro-antral fistula. Management involves identification of the same, removal of any foreign body from the maxillary sinus, if present, followed by appropriate flap for closer. A case is presented when a gutta percha (GP) point was accidentally dislodged into the right maxillary sinus during preliminary diagnosis of the oro-antral fistula. The surgical management of the case is described and is the appropriate treatment plan.
Introduction
The oro-antral communication is a well-documented postoperative complication associated with the extraction of maxillary molar and premolar teeth. Foreign bodies can get into the maxillary sinus mainly due to trauma and accidents during dental or surgical treatment (iatrogenic). The reason why most foreign bodies lodge into the maxillary sinus at the dental office is because the bone of the maxillary sinus floor is very thin and in some persons the roots of the molars project through this bone. The scientific literature reveals that among the foreign bodies found in the maxillary sinus are dental burs, roots of teeth, amalgam, titanium implants, glass, impression dental materials and, bullets and gutta-percha points. Less found bodies include stones, matchsticks, wood and many others. We report a case of accidental entry of gutta percha point in maxillary sinus that was retrieved through Caldwell-Luc approach and incision was done by buccal fat of pad. The approach is also used for retrieval of maxillary teeth roots which get displaced in sinus and for management of maxillary sinusitis.
Surgical Technique
Right maxillary sinus was approached through the canine fossa by using the Caldwell-Luc approach, the procedure was performed under local anesthesia where an incision was made in the buccal sulcus from the lateral incisor to the first molar.
An elliptical incision was made in the right upper molar region, the epithelial tract with inflammatory tissue was completely excised, and two divergent incisions were extended into the vestibule. The trapezoidal buccal mucoperiostal flap was reflected from the alveolus and the lateral wall of the maxilla a window was made in lateral wall of maxillary sinus, the sinus lining was gently elevated till the GP was visible (Figure 2 ). The buccal fat pad was exposed through a 1 cm vertical incision through the periosteum posterior to the zygomatic buttres ( Figure 3 ). The fat pad was gently advanced over the bony defect, and secured with sutures ( Figure 4 ) after removing the gutta percha point ( Figure 5 ). The mucoperiostal flap was replaced in its original position and sutured. After 10 days follow up, the surgical site was completely healed with no complications (Figure 6 ). 
Discussion
The treatment modalities to repair the oroantral fistula/communication include local or free soft tissue flaps, with or without autogenous grafts or alloplastic implants. The closure of an oro-antral communication can be achieved by different techniques. Particular emphasis should be made in choosing the most appropriate method. We suggest the buccal flap for small and mesial fistulas, taking into consideration that additional surgery to reestablish the proper vestibular depth may be necessary. The palatal flap was found to be a feasible option for repairing oro-antral communication particularly for defects in the premolar area. The technique is simple and familiar to the oral and maxillofacial surgeon. This procedure is highly recommended when an optimal length/ width flap can be maintained.
The use of the buccal fat pad in the closure of OAF was first reported by Egyedi [1] . Since then, it has been referred in the literature by different names. Scammon [2] was the first to describe the anatomy of the BFP, followed by Goughran. Anatomically the buccal fat pad is described consisting of a central body and 4 extensions. The blood supply of the buccal fat pad comes from 3 sources: the maxillary artery (buccal and deep temporal branches), the superficial temporal artery (transverse facial branch), and the facial artery.
The buccal pad flap has been used for a variety of purposes, owing to its physical and biological properties, and the results have encouraged clinicians to make use of its potential benefits. The most common use of the buccal pad flap has been in the closure of big posterior oroantral communications, followed by post excision reconstruction. The rich blood supply may explain the high success rate. It also may be one reason for the quick epithelialization of the fat. Fujimura [3] et al. showed that BFP started to epithelialize in a week and completed its epithelialization within 6 weeks. Most authors agreed on the surgical technique to expose the BFP, similar to the one we performed. The alternative ways to close an oroantral communication includes laser bio-stimulation (over 5 days), transplantation of a mature third molar (followed by RCT of the tooth 5 -6 weeks later), autogenous monocortical bone blocks (from the chin). Stajcis [4] advocated the use of the buccal fat pad for OAF closure without any complications, and we found that BFP was very useful for OAF closure without any disturbance and scaring in the vestibule of OAF closure such as buccal advancement flap.
The most commonly found foreign bodies are the displaced fractured roots of teeth and in some instances displaced whole teeth [5] . Other foreign bodies include dental burs [6] , dental implants [7] , GP points and silver points [8] . More bizarre foreign bodies include: bullets [9] , pieces of glass, stones [10] , wood [11] , grasses, match sticks [12] and sand [13] . Killey and Kay [14] noted that although sinusitis was a common occurrence after entry of a foreign body into the antrum, the onset of change in the antral lining may be delayed for months or even years. Of the paranasal sinuses, the maxillary antrum is the most commonly affected, usually secondarily to the common cold [15] . The rapid epithelialization of the uncovered fat is a peculiar feature of the BFP flap stalk and has been confirmed by histopathological studies [16] . The fat pad provides a good rate of epithelialization and a low rate of failure [17] [18].
Conclusions
A Caldwell-Luc operation is advised in order to remove and examine disease located in the maxillary sinus.
Since it was first performed early in this century, a vast amount of knowledge exists, not only about its proven value as a method to treat maxillary sinus disease, but also about the potential risks, which, fortunately, are infrequent.
The easy mobilization of the buccal fat pad, its excellent blood supply, and minimal donor site morbidity make it an ideal flap for OAF closure. We believe that the BFP should be used more often for this clinical application.
